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Barriers and facilitators to implementing
evidence-based interventions among third
sector organisations: a systematic review
Anders Malthe Bach-Mortensen1* , Brittany C. L. Lange1 and Paul Montgomery2
Abstract
Background: The third sector is becoming a growing provider of public, social, and health services. However, there is
little evidence on the effectiveness of third sector organisations (TSOs), and their capacity to implement evidence-based
interventions (EBIs). Understanding implementation aspects of service delivery remains an important issue in clinical
practice, but is poorly understood in the context of TSOs. This is problematic, since implementation issues are known to
be critical for effective intervention outcomes.
Objectives: To identify and synthesise existing research on what barriers and facilitators influence the implementation
process of TSOs delivering EBIs.
Methods: This review is reported according to PRISMA guidelines and was pre-registered in PROSPERO. Key databases
were searched using relevant terms, experts in the field were contacted, and websites were reviewed. All identified
studies were double-screened, and data were extracted independently by two authors. Included studies were synthesised
using thematic analysis and were quality appraised.
Results: Thirty-one studies were included, most of which were conducted in North America. The thematic synthesis
identified resource limitations, in particular staff and finance, to be the most reported barrier to TSOs implementing EBIs.
Organisational culture, including factors such as alignment between the mission of the TSO and EBI, and support/
prioritisation of the implementation process were the most reported facilitators. These findings generalise across the
included studies and are robust to study quality assessment.
Conclusions: While it is often assumed that good outcomes follow when implementing interventions that have been
developed and tested according to best practice, little attention has been paid to how EBIs are best transported,
contextualised, and implemented by third sector providers. This systematic review found that TSOs faced considerable
challenges in implementing EBIs, which were primarily a lack of support and expertise, and unclear/insufficient guidelines
on how to adapt EBIs to different populations. To address these challenges, it is important to engage with central
stakeholders, such as funders, researchers, policymakers, and practitioners, to discuss how these needs can be met.
Trial registration: PROSPERO: CRD42017073090.
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Background
The third sector is expanding and becoming a growing pro-
vider of public, social, and health services in many
high-income countries [1–4]. However, little research dem-
onstrates evidence on the effectiveness and impact of third
sector service deliveries [2, 3, 5, 6].
While scholars struggle to agree on a universally applic-
able definition of the third sector [7, 8], most follow [9],
who point to five characterising traits of third sector orga-
nisations (TSOs), i.e. that they are (1) formally structured,
(2) privately owned and independent from the government,
(3) non-profit distributing, (4) self-governing, and (5) bene-
fitting from voluntary activities [5, 10, 11]. However, the
use of terminology is variable and terms such as ‘non--
profits’, ‘NGOs’, ‘community-based organisations’ (CBOs),
‘charities’, and ‘voluntary organisations’ are often used syn-
onymously. To avoid confusion on the arbitrary distinction
between these terms, we will adopt the more commonly
applied term ‘third sector organisation’ to denote any such
organisation [7, 12].
The third sector is often considered to entail distinct fea-
tures and characteristics in its service delivery compared to
public and private sector bodies [2–5, 13]. For instance,
TSOs are thought by some to be better at connecting with
hard-to-reach populations, while also being driven by more
altruistic values [5, 14, 15]. These perceived traits often
appear in the discourse of policymakers, who continue to
emphasise the growing importance of the third sector,
especially in the context of alleviating social problems
[3, 16–19]. Yet, despite the political willingness to increase
the role of the third sector in public service provisions,
there is little research to demonstrate evidence on the cap-
acity and capability of TSOs to successfully adhere to
evidence-based practice (EBP) and to implement
evidence-based interventions (EBIs) [4, 20, 21].
Adherence to EBP implies having established feedback
mechanisms between services and outcomes, and the in-
clusion of stakeholders and the best available evidence in
decision-making processes [22–25]. In enabling TSOs to
become more evidence-based, there has been a growing
emphasis on the development of ‘evidence hubs’ (e.g.
What Works Network [26], Project Oracle [27], Blue-
prints for Healthy Youth Development [28], and Diffusion
of Evidence Based Interventions (DEBIs) [29]), which are
efforts to develop disseminating databases of interventions
and programmes that are ‘proven to work’. A set of
proven programmes could enable service providers (both
private, public, and third sector) to adopt and implement
programmes that are supported by sound scientific evi-
dence with the highest potential for effectiveness. How-
ever, while TSOs are known to deliver EBIs in the context
of, for example, HIV [30] and addiction [31], there is little
systematic research providing a general overview on the
types of EBIs implemented by the third sector.
While the principles of EBP are gradually becoming an
integrated part of common and accepted practice in social
work and clinical settings, practitioners still experience
substantial barriers to implementing EBIs [32, 33]. Imple-
mentation is often understood in terms of implementation
fidelity, which can be defined as ‘the degree to which in-
terventions are implemented according to the design.’
[34]. Implementation fidelity is inevitably linked to the
concept of adaptation, which can be understood as
‘changes made in the original program during implemen-
tation (program modification, reinvention)’ [35]. There is
an ongoing debate on how practitioners should balance fi-
delity and adaptation when implementing EBIs, which will
be discussed later in this review. Further implementation
aspects include adherence to protocol, dose of treatment,
participant responsiveness to intervention, and implemen-
tation quality [34, 36].
Past research has shown that most intervention studies
fail to report adequately on implementation aspects such
as fidelity and adaptation, which represent an important
blind spot in understanding ‘true’ intervention effects
and in conducting meaningful replications [35, 37–39].
The failure to understand aspects related to implementa-
tion introduces the risk of overlooking type iii errors
(‘implementation failure’) [40, 41], i.e. failure to imple-
ment an intervention as intended [42]. Overlooking this
issue has great implications for policy and practice, as it
may lead to false inferences about the effectiveness of in-
terventions and programmes.
Thus, without understanding the implementation as-
pects of third sector service deliveries, it is difficult to as-
sess their potential to substitute for public sector
provision of social and health services. Just as relatively
little is known about implementation aspects of EBP in
clinical settings [32], there is even more limited research
on the capacity of TSOs to implement EBIs. This failure
to understand aspects of the implementation ability of
TSOs is worrisome, in that such a research gap ques-
tions the potential of TSOs to become evidence-based
service providers. As the role of the third sector is be-
coming more salient in the delivery of public and social
services, it is critical to ensure that such organisations
are willing and able to implement effective and safe ser-
vices supported by the appropriate evidence-base; espe-
cially considering that interventions have the potential
to do harm to service-users [43–45]. Further, most TSOs
in, for example, the UK work around ‘social services’ and
target vulnerable population groups, such as disabled
people, children, and the elderly [46], which arguably
warrant the use of EBP.
What has been done?
A range of single studies have investigated the experi-
ences and attitudes of TSOs in implementing EBIs and
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adhering to EBP [30, 31, 47–49], investigating topics
such as barriers and facilitators for TSOs to implement-
ing EBIs [31], perceived needs of TSOs adhering to EBP
[50], and the attitudes of third sector practitioners to
adopting EBIs [50, 51]. Identified barriers to the imple-
mentation of EBIs by TSOs tend to involve factors re-
lated to organisational culture, such as staff resistance
and organisational setting [31, 52], and factors related to
the lack of resources [48]. Facilitators include having
established affiliations with research institutions and
employing skilled staff [47, 48]. An overarching theme of
these studies seems to revolve around the notion that
TSOs struggle to implement EBIs and experience serious
capacity issues in becoming evidence-based providers.
To date, there has been no systematic attempt to ag-
gregate and analyse existing research on the implemen-
tation ability of TSOs delivering EBIs. This constitutes a
significant knowledge gap, given that research continues
to demonstrate that implementation aspects are critical
to the effectiveness of service deliveries [24, 37, 39, 53].
Also, the utility of the increasingly popular ‘evidence
hubs’ and ‘blueprints’ relies on the ability of practitioners
to implement the EBIs according to best practice.
Objectives
To utilise the full potential of TSOs in the delivery of so-
cial and health services, it is crucial to understand what
factors influence their implementation process, so that
the commissioning and regulation criteria can ensure
that delivery is conducted following best practice. The
main objective of this review is to aggregate existing re-
search investigating practitioner-identified factors affect-
ing the implementation process of TSOs that deliver
EBIs. The focus of the study is captured by the following
question:
 What barriers and facilitators influence the
implementation process of third sector organisations
delivering evidence-based interventions and
programmes?
Methods
To meet these research objectives, a systematic review was
conducted following PRISMA guidelines (see Additional file 1
for completed PRISMA checklist) [54]. The protocol was re-
ported according to PRISMA-P guidelines [55] and was
pre-registered in PROSPERO (CRD42017073090).
Search strategy
The search strategy was designed to be exhaustive of the
existing literature on studies investigating barriers to, and
facilitators of, TSOs delivering EBIs (see Additional file 2
for search terms). A body of research addressing this topic
was identified prior to the search through Google Scholar
and subsequent reference checking. The bibliography of the
pre-identified literature was hand-searched to identify fur-
ther studies.
The following databases were searched during the sys-
tematic review using text words: ABI/INFORM Global,
Applied Social Sciences Index & Abstracts (ASSIA),
International Bibliography of the Social Sciences (IBSS),
MEDLINE®, PAIS Index, Policy File Index, Social Ser-
vices Abstracts, Worldwide Political Science Abstracts,
Social Care Online, SCOPUS, and Open Grey.
The search was revised until it was sensitive enough to
capture at least all the pre-identified studies. The final
body of included studies was hand-searched for add-
itional references that may not have been captured by
the search. Experts in the field were contacted and web-
sites of key organisations reviewed.
Selection criteria
To be eligible for inclusion, studies had to be primary re-
search or systematic reviews investigating the perspectives
and/or experiences of third sector practitioners (e.g. man-
agers, directors or service providers) with regards to the
implementation/adoption of EBIs. We considered all stud-
ies that investigated the process of delivering an EBI. This
process might include, but is not limited to, aspects such
as fidelity to intervention protocol, and whether adapta-
tions were made in the delivery of the intervention. We
define EBIs as ‘interventions which have been tested and
validated according to the principles of evidence-based
practice’. EBIs may be implemented in the context of, for
example, social care, healthcare, education, child services,
or mental health services, but other contexts of imple-
mentation were also considered for inclusion. We define
barriers as ‘any factors that obstruct the capacity for third
sector organisations to implement evidence-based inter-
ventions’. We define facilitators as ‘the factors that enable
the implementation of evidence-based interventions’.
All research designs were eligible for inclusion. To be
eligible for inclusion, studies had to investigate factors
operating as barriers and/or facilitators to the implemen-
tation of evidence-based programmes and interventions
by TSOs, but this did not need to be the focus of the
studies. If it was unclear whether the samples included
TSOs, the authors of the studies were contacted for
clarification.
Articles were screened at the title and abstract level in-
dependently by both ABM and BL using the Rayyan sys-
tematic review software [56].
Data extraction
All data were independently double-extracted by ABM
and BL with the following information being retrieved
(see Additional file 3):
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 Publication year and author
 Study aim
 Methods (study design, data collection methods,
data analysis, and inter-rater reliability)
 Population (type of organisations, area of work, and
sample size)
 Types of EBIs implemented
 Results (barriers and facilitators in implementing EBIs)
 Discussion (suggestions for future research and policy)
For qualitative studies, interview and focus-group
quotes were double-extracted in separate documents (see
Additional file 4: Appendices S1 and S2). These quotes
were utilised to extract factors not captured by the indi-
vidual studies and to evaluate the reliability of the subse-
quently constructed themes. After finishing the
double-extraction, both reviewers (BL and ABM) met in
person to review all identified factors, which were dis-
cussed until consensus was reached. Upon reaching con-
sensus, the synthesis was initiated.
Data synthesis
To analyse the included studies, a thematic analysis
was conducted, in line with best practice when aggre-
gating data from different types of research [57–60].
Specifically, all identified factors were identified and
organised into barriers and facilitators and counted by
frequency. The identified factors were then cate-
gorised following thematic analysis [60], thus enabling
the synthesis to account for the arbitrary difference of
factors revolving around the same underlying prob-
lem. Identified factors were only counted once per
study, except for studies which identified factors spe-
cific to different subgroups (e.g. according to different
organisational cases [61] or by different types of EBIs
[31]). To the best of our knowledge, all included
studies investigated unique samples.
The construction of themes was done inductively and
entirely according to the factors identified in the data ex-
traction. ABM conducted the full thematic analysis,
which was reviewed by BL and PM on an iterative basis.
All modifications were made through discussion until
consensus was reached.
Additionally, we constructed two tables (Tables 5 and 6)
following Rees et al. [62] to provide an overview of how
the individual studies contributed to the construction of
the identified themes. A study was considered to contrib-
ute to a theme if it identified at least one factor part of
that theme. This enabled an assessment of whether certain
studies were over- or under-represented in the thematic
framework [57]. Further, it allowed for assessing the reli-
ability of the identified themes based on an overall judge-
ment of the quality of the studies that contributed to the
individual themes. A sensitivity analysis was conducted
excluding studies of low quality to test the robustness of
findings.
Quality appraisal
To ensure transparency, all included studies were subject
to best practice quality appraisal. For qualitative studies, a
modified version of the Joanna Briggs Institute and CASP
checklist was applied (Additional file 4: Appendix S3)
[63]. For the appraisal of survey studies, a modified ver-
sion of the AXIS checklist was employed (Additional file 4:
Appendix S4). For mixed-methods studies, the appropri-
ate quality appraisal tool was decided according to the
type of method employed by the study to identify barriers
and facilitators to implementation. These tools allowed for
an overall assessment of key biases of the included studies,
and the final quality ratings were subsequently utilised to
assess the reliability of the identified factors. All appraisals
were conducted independently by ABM and BL with any
disagreements resolved through discussion until consen-
sus was reached.
Results
Two thousand six hundred fifty-four articles were identi-
fied through the database searches of which 1850
remained after removal of duplicates. One thousand seven
hundred twenty-two studies were excluded based on
screening titles and abstracts. One hundred twenty-eight
studies were reviewed in full text, in which studies were
excluded for not being primary research (n = 32), not be-
ing TSOs (n = 31), including a mixed sample of organisa-
tions (n = 18), not investigating barriers and facilitators (n
= 6), not focusing on EBIs (n = 5), not focusing on the im-
plementation process (n = 4), and not reporting suffi-
ciently on the results (n = 1). Thirty-one studies were
included for the thematic synthesis, which were all identi-
fied through the database searches (Fig. 1). No additional
studies were retrieved via searches of websites or by
reviewing the references lists of the included studies. All
studies suggested by the contacted experts or identified
via websites that were eligible for inclusion had already
been identified by the database searches.
Characteristics of included studies
All included studies were published after 2009 in
peer-reviewed journals, except for two doctoral disserta-
tions [64, 65]. Of the 31 included studies, 26 employed
qualitative methods [20, 30, 31, 48, 49, 51, 61, 65–79]
and 5 were cross-sectional [50, 80–83].
Sample size of included studies
In the research employing qualitative methods, 4 studies in-
cluded a sample of 1–10 practitioners [61, 65, 74, 77], 16
studies included a sample of 11–50 practitioners [30, 48,
49, 52, 64, 66, 68, 69, 71–73, 75, 76, 79, 84, 85], 2 studies
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included a sample of 51–75 practitioners [20, 70], and 3
studies investigated more than 100 participants [31, 51, 67]
(Fig. 2). One article did not provide clear information on its
sample [78]. For the quantitative articles, 1 study investi-
gated a sample of fewer than 10 TSOs [80], 1 study in-
cluded 82 TSOs [50], 1 study included a sample of 100
TSOs [50], 1 study included 112 practitioners from 41
NGOs [82], and the last study investigated 510 staff mem-
bers and 296 directors [81] (Fig. 3).
Types of organisations
The majority of the included research was conducted in
the United States (US) (28/31) [20, 30, 31, 48, 49, 51, 61,
64–67, 69–81, 83–85], with three studies being con-
ducted in Chile [68], Puerto Rico [50], and Australia
[82]. Most studies (23/31) referred to the included orga-
nisations as ‘community-based organisations’ (CBOs)
[20, 30, 31, 48–51, 61, 64, 65, 67, 69–72, 74–76, 78, 80,
81, 83, 85], with five studies using the term ‘non-profits’
Fig. 1 PRISMA diagram
Fig. 2 Sample size of included qualitative studies Fig. 3 Sample size of included quantitative studies
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[52, 66, 68, 73, 77], two referring to its included sample
as ‘churches’ [79, 84] (in the US, churches are considered
non-profits), and one study denoting its included organi-
sations as NGOs [82].
Types of EBIs
All included studies investigated EBIs in the context of
health and social outcomes, including addiction [31, 51,
64, 67, 83, 86], HIV [20, 30, 49, 65, 69, 71, 75, 76], exer-
cise [66, 70, 73, 74], social work [68], cancer education
[85], parenting [77], nutrition [79, 84], and with a num-
ber of studies focusing on mixed types of health EBIs
[48, 50, 52, 72, 82, 85] (see Table 1). Nine studies fo-
cused on factors influencing the implementation of in-
terventions from the diffusion of evidence-based
interventions (DEBI) programme by the Center for Dis-
ease Control and Prevention (CDC) [20, 30, 49, 65, 69,
71, 72, 76, 78], and six studies investigated EBIs designed
by the Center for Substance Abuse Treatment
(SAMHSA/CSAT) [31, 51, 64, 67, 83, 86].
Quality of studies
Overall, 29 of the included studies were rated to be of ei-
ther high or medium quality, with only three studies be-
ing rated as low quality. Of the 26 included qualitative
studies (see Additional file 5), nine were rated to be of
high quality, 15 of medium quality, and two of low qual-
ity. Of the five included survey studies (see Add-
itional file 6), four were rated to be of medium quality,
and one study to be of low quality.
Barriers and facilitators
The synthesis identified 80 unique factors operating as barriers
across 31 studies and 57 factors operating as facilitators over
24 studies. Table 2 illustrates the five most reported factors op-
erating as barriers and facilitators to implementation of EBIs.
The most reported barriers were related to recruitment and re-
tention of service-users (14/31), problems in adapting EBIs
(13/31), lack of financial resources (13/31), lack of staff re-
sources (11/31), and implementation difficulty (9/31).
The most reported facilitating factors were related to
whether the EBI matched with the mission of the TSO
(9/24), flexibility for TSOs to implement the EBI (9/24),
perceived effectiveness of the EBI (8/24), organisational
support and prioritisation of the EBI, and supportive
leadership (5/24).
Thematic analysis
The main results of the synthesis are illustrated in Tables 3
and 4, which display the prevalence of identified factors
organised according to their underlying theme. All identi-
fied factors were given a reliability rating to reflect how
consistently each factor was reported on and the quality of
studies identifying it (see ‘Key for reliability ratings’ row).
Table 1 Types of EBIs investigated in included studies
Types of EBIs Cited in
Addiction-related EBIs
– Mixed types of EBIs
supported by SAMHSA
/CSAT
(Dippolito et al. [67];
Kegeles et al.[86];
Lundgren et al. [47, 51])
– Adolescent Community
Reinforcement Approach
(Amodeo et al. [31];
Hunter et al. [83])
– Motivational Interviewing (Amodeo et al. [31])
– Assertive Community Treatment (Amodeo et al. [31])
– Cognitive Behavioural Therapy (Amodeo et al. [31])
– Integrated Dual Disorder Treatment (Maharaj [64])
HIV-related EBIs
– Mixed types of DEBIs (Collins et al. [76];
Gandelman and Dolcini
[69]; Dolcini et al. [30];
Owczarzak [71];
Owczarzak and
Dickson-Gomez [49];
Veniegas et al. [75])
– The Mpowerment Project (Kegeles et al. [20])
– ‘The Modelo de Intervención
Psicomédica’
(Pemberton [65])
Mixed health-related EBIs
– EBIs for underserved populations (Payan et al. [72];
Ramanadhan et al. [48])
– Mixed health EBIs (Kimber et al. [52])
– EBIs for youth having experienced
abuse
(Thomas et al. [82])
– Mixed cancer education EBIs (Vanderpool et al. [85])
– Unspecified (Martínez et al. [50])
Exercise EBIs
– Enhance®Fitness (Belza et al.et al. [66];
Petrescu-Prahova et al. [73])
– Home-based exercise
programme for breast
cancer survivors
(Pinto et al. [74])
– Mixed exercise EBIs (Lattimore et al. [70])
Sexual education
– Becoming a Responsible
Teen (BART)
(Demby et al. [61])
– Teen pregnancy-prevention
EBIs
(House et al. [80])
– ‘Cuicidate’ (Feutz and Andresen3 [78])
Nutrition focused EBIs
– ‘Body and Soul’ (Allicock et al. [84])
– Mixed EBIs on increasing
vegetable and fruit
consumption
(Honeycutt et al. [79])
Social work
– Unspecified (Flores et al.[68])
Parenting EBIs
– ‘Together Facing the Challenge’ (Murray et al. [77])
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The most prevalent themes impeding implementation
revolved around resources (e.g. lack of time, finances, and
staff ), followed by client and community factors (e.g. re-
cruitment/retention issues), delivery capability (e.g. lack of
expertise), and organisational culture (e.g. conflict with
EBI and TSO mission). Other significant themes included
challenges around adapting the EBI (e.g. not knowing how
to adapt the intervention to the target population) and
lack of training. Less significant themes involved monitor-
ing issues, intervention-specific problems (e.g. transporta-
tion and legal barriers), commissioning requirements (e.g.
paperwork), and collaboration issues.
The thematic synthesis of factors operating as facilitators
identified the main category to be organisational culture,
which involved factors such as organisational support and
alignment between the organisational mission and the EBI.
Other significant themes included delivery capability (e.g.
staff expertise), accountability (e.g. perceived effectiveness
of the EBI), and adaptation (e.g. flexibility and match with
target population). Less reported factors involved collabor-
ation (e.g. with academic and experienced partners), client/
community factors (e.g. community support), funders (e.g.
continuous support), resources, and intervention-specific
factors (e.g. availability of manuals).
Robustness of findings
To assess the consistency of the identified factors and
the quality of the studies reporting them, all factors were
given a reliability rating (see ‘Key for reliability rating’).
Further, to ensure that the findings were not driven by
the quality of the included research, we re-conducted
the thematic analysis excluding the studies of low quality
[77, 78, 80], which did not result in any important
changes to the thematic categories or the ranking of top
cited barriers and facilitators.
Tables 5 and 6 demonstrate how each study contributed
to the identified themes. For both barriers and facilitators,
the most reported themes were also the ones most
representative of the included research. However, there
were several inconsistencies between the representative-
ness of the themes and how often certain categories were
reported on. For example, the second most reported cat-
egory ‘factors related to client and community issues’ was
identified in fewer studies than the third and fourth most
reported categories. Further, the third most reported cat-
egory ‘factor related to delivery capability’ was more repre-
sentative of the included research than the second most
reported category. Similarly, for facilitators the second,
third, and fourth most reported categories represented
roughly the same amount of studies.
There was no clear pattern to suggest that study qual-
ity or methodology affected what thematic categories to
which the included studies contributed.
Recommendations for policy and practice
Additional to the analysis of factors operating as barriers
and facilitators, we also aggregated the recommendations
posed by the included research. The main identified themes
were split between recommendations targeted at: (1) fun-
ders and collaborators, (2) research and practice, and (3)
TSO practitioners. The full results can be found in Table 7,
and less salient recommendation factors can be found in
Additional file 4: Appendix S5.
The main recommendations for funders are to invest
in technical assistance and capability training for the
TSOs they fund and to assess organisational infrastruc-
ture and ability of TSOs to implement EBIs before offer-
ing funding. The main recommendations for research
and practice are to have clearer guidelines on how to
adapt and modify EBIs to different populations and to
conduct more research on how EBIs can be modified
without compromising effectiveness. The main recom-
mendations for practitioners are to ensure capability to
implement and adapt EBIs, and to invest in organisa-
tional infrastructure. These results will be addressed fur-
ther in the discussion.
Discussion
Summary of findings
This systematic review identified, quality appraised, and
synthesised 31 studies, most of which were conducted in
the US. The thematic synthesis identified the most re-
ported barrier for TSOs to implement EBIs to revolve
around resources, in particular with respect to lack of
staff and finance. The most reported category of facilita-
tors related to organisational culture and included fac-
tors such as alignment between the mission of the TSO
and the EBI, and organisational support for implement-
ing the EBI. The findings were largely representative of
the included studies and robust to study quality.
Table 2 Top five most reported factors operating as barriers
and facilitators
Top 5 cited barriers and facilitators
Barriers Facilitators
Recruitment/retention
issues 14/31
EBI matches well with
mission of TSO 9/24
Problems in adapting
the EBI 13/31
Flexibility regarding the
implementation of
interventions 9/24
Lack of financial resources 13/31 Perceived effectiveness
of EBI 8/24
Lack of staff resources/
high staff turnover 11/31
Organisational support
/prioritisation of EBI6/24
Implementation difficulty
/fidelity issues 9/32
Supportive leadership 5/24
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Table 3 Themes of factors operating as barriers
Themes Times cited Reliability of findings
Resources 51
Lack of financial resources 13 High reliability
Lack of staff resources/high staff turnover 11 High reliability
Lack of time 8 High reliability
Insufficient space for all services 5 High reliability
Resources (unspecified) 5 High reliability
Lack of resources for training 3 High reliability
Lack of scientific resources 3 Medium reliability
Lack of technical resources 3 Medium reliability
Client and community factors 37
Recruitment/retention issues 14 High reliability
Client resistance and non-participation 5 High reliability
Difficult population 5 High reliability
Lack of community support/community resistance 4 High reliability
Client receptiveness and commitment 3 High reliability
Client (individuals and family) attendance is poor 2 High reliability
Community resources (including substance abuse treatment) are lacking 2 High reliability
Stigma 1 Low reliability
Anonymity issues 1 Low reliability
Delivery capability 33
Implementation difficulty/fidelity issues. 9 High reliability
Lack of expertise/experience 7 High reliability
Lack of administrative infrastructure 3 High reliability
Cultural/language barriers 3 High reliability
Competing responsibilities 2 Medium reliability
Supervision issues 2 Medium reliability
Programme needs 2 Medium reliability
Delivering the EBI in a rural area 1 Medium reliability
Scheduling challenges 2 Low reliability
Strategic planning 1 Low reliability
Balancing needs between of the CBO and research 1 Low reliability
Organisational culture 32
Conflict with EBI and organisational identify/mission/culture 6 High reliability
Staff resistance 5 High reliability
Lack of prioritisation of the EBI/org support 3 High reliability
Lack of preparation of staff to become evidence based providers 3 High reliability
Lack of leadership 3 Medium reliability
Incomplete buy-in from organisation 2 Medium reliability
Resistance to change (keeping status quo) 2 Medium reliability
Change in staff and leadership 2 Medium reliability
Lack of EBI champions 1 Medium reliability
Lack of belief in the efficacy of the intervention 1 Medium reliability
Unclear mission of the organisation 1 Medium reliability
Higher level of stress 1 Medium reliability
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Table 3 Themes of factors operating as barriers (Continued)
Themes Times cited Reliability of findings
Low cohesion in the organisation 1 Medium reliability
EBP devaluing existing practices by the TSO 1 Low reliability
Adaptation issues 22
Problems in adapting the EBI 13 High reliability
Lack of fit between EBI and target population of TSO 7 High reliability
Conflict between the EBI and expert knowledge of the provider 1 Low reliability
Not knowing how to communicate adaptation issues 1 Low reliability
Training capacity issues 19
Staff not trained well enough/ Training provided for the EBI not adequate 8 High reliability
Lack of EBI training 4 High reliability
Variance in staff training and perspectives 2 Medium reliability
Lack of training available 1 Low reliability
Training new staff 1 Low reliability
Programmes were not packaged for training 1 Low reliability
Conducting community needs assessments 1 Low reliability
Proposal development 1 Low reliability
Monitoring issues 10
Not having monitoring practices in place to evidence effectiveness. 4 High reliability
Data management issues 2 Medium reliability
Interoperability challenges between systems 1 Medium reliability
Issues around evaluation and monitoring of implementation 3 Low reliability
Intervention-specific barriers 10
Transportation 3 High reliability
State education law in conflict with EBI 1 Low reliability
State law prohibits collection of certain data 1 Low reliability
State law requires approval by school board and parental review committee 1 Low reliability
Assessing light versus moderate activity 1 Low reliability
Incorporating physical activity into the participants’ lifestyle 1 Low reliability
Geographically dispersed offices made consistent implementation difficult 1 Low reliability
Logistical issues 1 Low reliability
Commissioning requirements 8
Certification process was burdensome/time consuming 3 High reliability
Lack of support by funder 2 Medium reliability
Prohibition on adaptation by funders. 1 Medium reliability
Funder demand for major modifications to EBI 1 Low reliability
Funder rejection of modifications to EBI 1 Low reliability
Collaboration issues 6
Hard to establish collaboration agreements 2 Medium reliability
Lack of strategies for community mobilisation 1 Low reliability
Lack of integration of services 1 Low reliability
Hard to find potential academic partners 1 Low reliability
Assistance in strategies for the development of EBIs 1 Low reliability
Others 3
Competition with other afterschool activities 1 Low reliability
Bach-Mortensen et al. Implementation Science  (2018) 13:103 Page 9 of 19
Implications for policy and practice
In interpreting the thematic categories, one may distin-
guish between capacity and capability. Capacity can be
thought of as ‘how much’ an organisation can do and in-
clude aspects related to resources and infrastructure,
whereas capability can be understood as ‘how well’ an
organisation can do and thus relates to issues such as
expertise and experience [87, 88]. Importantly, the re-
view demonstrated that TSO practitioners experience
central issues related to both capacity and capability.
Specifically, the most salient barriers were related to a
lack of resources, issues with clients and community
(particularly in terms of recruitment and retention is-
sues), and a lack of delivery expertise and experience.
These barriers were also reflected in the recommenda-
tions, which highlighted a need for funders to better as-
sess TSOs before providing funding and, when having
made the decision to fund an organisation, to provide
continuous training and support for that organisation.
For practitioners, the main recommendation was to in-
vest in the necessary organisational infrastructure and to
ensure that organisations have the technical expertise to
implement an EBI. This suggests that funders often do
not provide the necessary support for TSOs to imple-
ment EBIs, but also that more emphasis should be put
on selecting the TSOs that are most capable and moti-
vated to becoming evidence-based providers.
A reoccurring theme for barriers, facilitators and recom-
mendations was that of adaptation, in which support for
adaptation of EBIs was mentioned as an important facilita-
tor and the lack of adaptation guidelines as a central barrier.
Many EBIs, such as DEBIs, come in packages with clear
guidelines on how they should be implemented, but do not
always address the issue of adaptation and modification
[89–91]. Many studies reported that the one-size-fits-all
form of EBIs often constituted a challenge, particularly re-
garding being unable to appropriately adapt an intervention
to the target population of the TSO. This challenge is, for
example, mirrored by the most reported impeding factor
being ‘recruitment/retention issues’. Further, several studies
reported that TSOs did not receive sufficient training and
support in learning how to appropriately adapt the inter-
ventions. Some of the challenges around adaptation are
reflected in the following quote:
"The question of fidelity is something that they talked
about a lot… the boxed [DEBI] interventions are great, but
what people really need is more technical assistance about
how to effectively adapt these interventions while retaining
the theoretical core. They [the agency] needs to build their
capacity to understand the internal logic of the M-group
piece of the intervention so that they can say ‘here is the
logic of this activity, and the behavior it is seeking to ad-
dress…here is our target population for this intervention…
how do we change M-groups for this target population
while retaining fidelity to the original design?" [20]
Past research has already emphasised the importance of
theorising and outlining the ‘core components’ of interven-
tions as part of implementation guidelines [92, 93]. How-
ever, even in clinical practice, appropriate and sufficient
reporting on intervention components remains an issue
[38, 94, 95]. While efforts are arguably being made to im-
prove the reporting of interventions (e.g. through the
TIDieR checklist [96]), this is a fairly recent development,
and many EBIs, such as DEBIs, do not always include suffi-
cient descriptions of intervention components [90]. Also,
simply reporting on intervention components is not
enough; efforts must also be made to consider whether, and
if so, how, different components can be effectively adapted
to different contexts and populations [97].
The challenge of EBIs sometimes being too inflex-
ible in their form was also mirrored in the recom-
mendations for research and practice, which proposed
to better understand how one can effectively modify
interventions and to provide clearer guidelines on
how to adapt EBIs to different populations. Import-
antly, this does not mean to suggest that one should
strive for standardisation of intervention components
(e.g. activities), but rather that more efforts are
Table 3 Themes of factors operating as barriers (Continued)
Themes Times cited Reliability of findings
Development and analysis of public policies 1 Low reliability
Inability to fund programme partners because of local agency policies 1 Low reliability
Key for reliability ratings*
High reliability The identified factor is consistently supported by several studies of
medium quality and from one high-quality study, or the study is
supported by at least two high-quality studies.
Medium reliability The identified factor is supported from several medium-quality studies,
or the factor is identified from at least one high-quality study.
Low reliability The identified factor is supported by several studies of low quality
and/or single studies of medium quality.
*It should be noted that confidence in findings do not relate to the generalisability of the findings
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Table 4 Themes of factors operating as facilitators
Themes Times cited Reliability of findings
Organisational culture 40
EBI matches well with mission of TSO 9 High reliability
Organisational support/prioritisation for EBI 6 High reliability
Champions 4 High reliability
Supportive leadership 5 Medium reliability
Inclusive organisational team/culture 4 Medium reliability
Staff motivation to deliver EBI 3 Medium reliability
Organisational capacity 3 Medium reliability
Strategic planning 2 Medium reliability
Organisational stability 1 Medium reliability
Internal flexibility of resources 1 Low reliability
Involving staff and volunteers 1 Low reliability
Strength of planning committee 1 Low reliability
Delivery capability 18
Staff expertise 4 High reliability
Receiving intervention training 4 High reliability
Staff experience with delivering EBI 4 Medium reliability
Administrative infrastructure and capacity 4 Medium reliability
Continuous training 1 Low reliability
Clear staff roles in implementing the EBI 1 Low reliability
Accountability 15
Perceived effectiveness of EBI 8 High reliability
Continuous evaluation of EBI 3 High reliability
Novelty of EF 1 Medium reliability
Relative advantage of EBI 1 Low reliability
Cost effective 1 Low reliability
Using EBI will improve professional practice 1 Low reliability
Adaptation 13
Flexibility regarding the implementation of interventions 9 High reliability
Match with the target population 4 High reliability
Collaboration/external factors 10
Invitation to partner with another organisation to offer EF 1 Medium reliability
Working with partner with experience delivering the EBI 2 Low reliability
Working with experienced partners 2 Low reliability
Working with partners with consistent access to target population 1 Low reliability
Partnerships (unspecified) 1 Low reliability
Political support 1 Low reliability
Coordination and communication with other agencies 1 Low reliability
External support 1 Low reliability
Clients/community factors 9
Use of incentives 2 Medium reliability
Access to target population through existing programmes 2 Low reliability
Experience working with population 2 Low reliability
Ability to recruit and retain IDU clients 2 Low reliability
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needed to conceptualise how intervention functions
or mechanisms can be tailored to different implemen-
tation settings [98].
Ways forward
This systematic review identified the categories reported
as barriers and facilitators to be largely distinct, rather
than reciprocal which is often the case in this type of re-
view [59, 60, 99]. For example, the most reported barrier,
resources, was one of the least reported factors operat-
ing as a facilitator. This finding may appear curious,
considering that the included studies seem to put heavy
emphasis on the lack of resources as a barrier, yet ‘more
resources’ was not often identified as a facilitating factor.
Similarly, by far the most reported facilitating category,
organisational culture, was only the fourth most re-
ported theme of categories operating as barriers.
One may think about this non-reciprocal relationship
between barriers and facilitators through the scope of suf-
ficient and necessary factors. That is, to improve practice,
it may be necessary to provide more resources for imple-
mentation, but it may not be a sufficient step in isolation.
As demonstrated by the analysis of facilitators, demon-
strating internal motivation to prioritise the EBI was per-
ceived central for successful implementation. However,
regardless of the degree of organisational motivation and
support, an organisation must have sufficient resources in
place to become an evidence-based provider.
The idea that one must consider the implementation
process in its entirety was also reflected in the list of
Table 4 Themes of factors operating as facilitators (Continued)
Themes Times cited Reliability of findings
Client participation in goal setting and feedback. 1 Low reliability
Funders 7
Access and availability of training 2 Medium reliability
Continuous support in delivering the EBI. 2 Medium reliability
Using EBI that is recognised by funder 1 Medium reliability
Funding stability 1 Low reliability
Flexibility of prioritisation of resources 1 Low reliability
Other 7
Logistics 1 Low reliability
Established national organisation 1 Low reliability
Communication 1 Low reliability
HIV testing success 1 Low reliability
No. of clinicians certified/employed at grant end 1 Low reliability
No. of supervisors certified/employed at grant end 1 Low reliability
No. of youth served during grant period 1 Low reliability
Resources 4
Availability of technical assistance 2 Medium reliability
Financial support 1 Medium reliability
Supplying needed resources 1 Low reliability
Intervention specific factors 3
Easy to use 1 Low reliability
Availability of manuals 1 Low reliability
Implementation is rewarding 1 Low reliability
Key for reliability ratings*
High reliability The identified factor is consistently supported by several studies of
medium quality and from one high-quality study, or the study is
supported by at least two high-quality studies.
Medium reliability The identified factor is supported from several medium-quality studies,
or the factor is identified from at least one high-quality study.
Low reliability The identified factor is supported by several studies of low quality
and/or single studies of medium quality.
*It should be noted that confidence in findings do not relate to the generalisability of the findings
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Table 5 Overview of the contribution of individual studies on the identified themes of barriers
Please note that each study can contribute with multiple factors to the same theme. Shading indicates studies that were rated to be of low quality.
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recommendations, which entailed different suggestions for
different stakeholders. Past research has consistently re-
ported that TSOs are dependent on the requirements
posed by funders and commissioners [100–102], and that
their ability to adhere to best practice is largely a function
of those criteria. Thus, to improve current practice it is cen-
tral to ensure that commissioning criteria are relevant and
facilitating of the best possible practice.
While an increasing body of academic and policy lit-
erature contends that the third sector plays an import-
ant role in the future delivery of care and health, there
seems to be limited attention to how the role of TSOs
can be best facilitated. For example, little is known
about whether TSOs require specific support in the de-
livery of EBIs compared to other types of providers.
However, TSOs often report that the commissioning
Table 6 Overview of the contribution of individual studies on the identified themes of facilitators
Please note that each study can contribute with multiple factors to the same theme. Shading indicates studies that were rated to be of low quality.
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requirements imposed on them favour a New Public
Management line of thinking, thus focussing on finan-
cial reporting and management [103, 104], which, in
isolation, may overlook central aspects related to imple-
mentation and effectiveness.
To respond to the challenges identified in this review,
it is important to consider perspectives from the full sys-
tem of stakeholders, including practitioners, commis-
sioners, service-users, and policymakers to discuss how
TSOs can be best supported in delivering social and
health services. To do so, one may draw on stakeholder
inclusive methods such as consensus meetings and Del-
phi panels [105, 106] to determine what types of support
TSOs require to appropriately deliver EBIs. Importantly,
this would also allow for identifying the organisational
needs and constraints of TSOs and to engage in dialogue
about how the commissioning process may better assess
the potential of organisations to deliver EBIs and what types
of support will best enable successful implementation.
Limitations
Most of the included studies were conducted in North
America, and the findings of this review should be
interpreted in light of that context. Similarly, the review
aggregated factors from a mixed sample of organisations
within health and social care and thus mainly applies to
organisations of those types. Further, the review suffers
from the fundamental limitation that different factors
may affect the implementation of different organisations
or EBIs differently. However, the studies which did in-
vestigate barriers and facilitators across different EBIs
tended to identify factors that revolved around similar
themes [31, 61, 76].
The synthesis was done by aggregating identified
factors and thus followed a sort of ‘vote-counting’.
However, by analysing and categorising the identified
factors thematically, the findings should be more ro-
bust to factors revolving around the same underlying
concept [107]. Also, by mapping the contribution to
the categories of the included studies, the review
demonstrated how representative the constructed
themes were of the included research. Further, all
identified studies were quality appraised, and the reli-
ability of the identified factors were assessed accord-
ing to both the consistency with which they were
reported and the quality of studies from which the
factors originated.
Table 7 Main recommendation categories of the included research
Main themes Elaboration
Recommendations for funders and collaborators
Invest in training and capability building Recommendation cited in 2 studies of high quality, 4 of medium
quality, and 2 of low quality.
Assess organisational infrastructure before funding Recommendation cited in 2 studies of high quality and 2 of
medium quality.
Assess fit with organisational mission Recommendation cited in 2 studies of high quality and 1 of
medium quality.
Planning and communication of costs before implementation Recommendation cited in 2 studies of medium and high quality.
Ensure partnership with community of implementation Recommendation cited in 2 studies of medium and high quality.
Assess organisational needs of TSOs Recommendation cited in 2 studies of medium and high quality.
Provide continuous evaluation and support Recommendation cited in 2 studies of medium and high quality.
Recommendations for research and practice
Clearer guidelines to how an intervention can be changed to respond to
agency and client needs.
Recommendation cited in 2 studies of high quality and 3 of
medium quality.
Better understand how TSOs can appropriately modify/adapt interventions Recommendation cited in 2 studies of high quality and 3 of
medium quality.
Request guidance on adaptation versus fidelity by developers. Recommendation cited in 2 studies of high quality and 1 of
medium quality.
To enable and support CBOs in being able to adapt and tailor interventions. Recommendation cited in 2 studies of medium and high quality.
Recommendations for practitioners
Ensure necessary capability to implement and adapt Recommendation cited in 3 studies of high quality and 3 of
medium quality.
Invest in organisational infrastructure Recommendation cited in 3 studies of medium quality.
Preparation to implement Recommendation cited in 2 studies of medium and high quality.
Maintain and build expertise Recommendation cited in 2 studies of medium and high quality.
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Further research
This review focused on the perspectives of practitioners
following the assumption that their experiences were
closest to the implementation process, but future re-
search may consider a larger group of stakeholders, such
as commissioners and policymakers. The review demon-
strated that many implementation issues were grounded
in the lack of adaptation expertise, driven in turn by the
lack of support and expertise, and unclear/insufficient
guidelines on how to adapt EBIs to different populations.
To address this challenge, future research should investi-
gate how to provide clearer guidelines for TSOs to adapt
EBIs and what types of support the adaptation process
requires. However, such investigations mandate careful
thought on and clear outlining of what types of modifi-
cations can be made without compromising core inter-
vention components.
This review focused on factors influencing implementa-
tion and did not discuss how these factors might corres-
pond to other aspects, such as evaluation [108]. Becoming
an evidence-based provider does not just entail implement-
ing services developed using the best available evidence and
stakeholder preferences [109], but also mandate continuous
monitoring and evaluation [110, 111]. However, if an inter-
vention is developed and tested according to best practice,
is it then necessary to allocate further resources to evalu-
ation? One might argue that requiring continuous evalu-
ation on interventions which have already proved
efficacious takes away valuable resources from service deliv-
ery. To approach this discussion, one might consider the
example of mass deworming programmes, which involve
medicating children against certain soil-transmitted infec-
tions in endemic areas [112]. These programmes have
been—and still are—heavily implemented following an as-
sumption of effectiveness based on single studies demon-
strating promising results [113]. Yet, the utility of these
interventions were recently questioned by two
high-quality systematic reviews which both demonstrated
null effects of the deworming intervention [114, 115].
Such findings emphasise the importance of continuous
evaluation, especially for interventions that have only
proved efficacious in single studies. However, to de-
velop recommendations and guidelines on how and when
implementation might influence effectiveness, more re-
search is warranted to better theorise how implementation
may moderate intervention effects and how commission-
ing criteria may consider such moderations.
Conclusion
While it is often assumed that good outcomes follow when
implementing interventions that have been developed and
tested according to the principles of EBP, little attention has
been paid to how EBIs are best transported to different ser-
vice settings [116]. Generally, past research has arguably
taken the aspect of implementation for granted, even in clin-
ical settings [37, 117–119]. However, particularly little is
known about the implementation of third sector service de-
liveries, which is a central blind spot considering the increas-
ing role of TSOs in the delivery of social and health services.
This review constitutes the first systematic attempt to
aggregate and analyse the factors that influence the imple-
mentation process of TSOs. In so doing, this review ad-
dresses the often-implicit assumption that interventions
and programmes supported by rigorous evidence can be
effectively implemented without considering the imple-
mentation ability of service providers. The findings illus-
trate that TSOs face many capacity and capability issues,
which are primarily driven by a lack of support and ex-
pertise. Going forward, it is central to involve and engage
with stakeholders to discuss how the commissioning
process may better identify capable TSOs and offer the ne-
cessary implementation support.
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